There is now an extensive and more or less symmetrical nevus which is polymorphic in character, consisting of pigmented macules, papules, and warty nodules. In colour they vary from light brown to almost black.
Distribution.-The general arrangement is in lines or streaks, which tend to become more marked towards the extremities. These streaks are placed longitudinally on the limbs and neck, whilst those on the chest run parallel to the ribs. Face and forehead.-Scattered light brown scaly patches on forehead and both cbeeks. Neck.
Light brown continuous streak about 4 in. long and J in. wide, running longitudinally on mid-line posteriorly. Chest.--Scaly patch of very dark brown colour on right side in mid-axillary line, running along the fifth rib and extending over the right breast. Left arm.-Lesion runs from shoulder posteriorly down to tip of little and ring fingers in a more or less continuous line. Skin over these two fingers is brown and verrucose. Right arm.-This shows a much similar arrangement to that on the other arm, only the condition extends to base of phalanx of index-finger dorsally. Left leg.-Scattered brown papules, &c., arranged in streaks from fold of groin to bases of great and little toe on outer side. Posteriorly they extend from buttock in mid-line to back of heel. Right leg.-A similar configuration is shown here to the other leg, except that anteriorly it extends to base of the second toe dorsally. Heels.-These both display marked rough tylosis formation and tylosis is also found under the ball of the right great toe.
The case is brought forward owing to the extent and symmetry of the lesions; also because it is somewhat uncommon to find them on the face and forehead as well as on the rest of the body.
Di8cussion.-Dr. H. MACCORMAC said he believed this to be an example of porokeratosis of Mibelli. It presented in characteristic form many of the features of this very rare disease, viz: the gradual onset, the barrier-like edge, and the reddish patches upon which milia-like bodies are observed. The peculiar plantar hyperkeratosis was further in favour of this view.
Dr. SEMON agreed with Dr. MacCormac that there was marked similarity in the type of eruption with that under their ohservation at the Base Hospital in France in 1917. Dr. MacCormac would remember that the eruption in his case was unilateral, involving the shoulder and upper extremity only, and to the best of his recollection had not been present for more than five or six years.
Dr. PARKES WEBER thought the case was undoubtedly one of bilateral systematized neevus (of the type of a nGvu8 ufliu8 lateri8, but affecting both sides of the body). The structure of the nevus was hyperkeratotic or ichthyosiform on telangiectatic areas, with some pigmentation. Dr. Weber thought it was very unlike the descriptions of porokeratosis Mibelli.
Dr. GOLDSMITH said that in Darier's textbook there was an illustration of a linear nevus similar to the lesions in the present case, bilateral and symmetrical. He thought that porokeratosis developed as a circular wall and not in straight lines, and that the hyperkeratotic walls were very much sharper. [.L., a widow, aged 53, has suffered from chronic paronychia, and about nine months ago, erythematous eruption developed on the face, forearms, and upper sternal region, with considerable cedema of the eyelids. The onset was sudden, accompanied by malaise, sore throat and constipation. She had a slightly raised temperature, with pain in the larger joints and abdominal tenderness. No definite cause was discovered for the abdominal condition, and there was no evidence of nephritis. As the condition persisted, she was admitted to Charing Cross Hospital for further investigation, in July, 1931. She was found to be well nourished, but apparently too weak to sit up in bed without assistance and she complained of abdominal discomfort. There was cadema of the face about the eyes, and scaly erythematous patches were present on the forehead, sides of the face, neck and upper sternal regions and between the shoulder-blades, on the extensor surfaces of both arms, on the buttocks, the thighs and the soles of the feet. A moderate fever (1000F.) persisted. The blood-pressure was 126/70. The beart was not enlarged, and no signs of disease were discovered in the respiratory or central nervous system. The tongue was furred, and there was feetor oris. Tonsils enlarged and inflamed, teeth good, but there was severe gingivitis. The abdomen was slightly distended and generalized tenderness was complained of, and there was enough rigidity maintained to make palpation futile. A surgical colleague saw her, but could find no cause for interference. The urine contained a trace of a;lbumin; there were no cells and it was sterile on culture. Four blood-counts were made. They showed little variation and a typical one is as follows:
R.B.C. 4,100,000; Hb. 76%; C.I. 09; W.B.C. 6,800. Differential: Polys. 51%; eosinos. 5%; lymphos. 33%. An X-ray examination of the chest revealed no pulmonary lesion, but the right dome of the diaphragm was high and a suggestion of a neoplasm or hydatid cyst was made. The complement deviation test for hydatid was negative. Two further skiagrams showed a normal size gall-bladder and the same peculiarity of the diaphragm. The patient was two months in hospital and during that period the erythematous areas lost their scales and became of a dull reddish brown tint. She was sent to a Convalescent Home and when seen again on November 12, 1931, the pigmentation was the prominent feature.
A brown pigmentation covers the forehead, sides of the face, neck and exposed portions of the chest. It is also present on the backs of the hands, wrists and forearms. The shade of the colour varies; in places the pattern is definitely reticular, and a few small telangiectases are present. A very slight degree of atrophy is visible in places.
The patient states quite definitely that the presence (or absence) of bright light has made no appreciable difference to the eruption, and the fact that the pigmentation developed during her stay in hospital makes that factor very improbable. The combination of reticular pigmentation, telangiectasia and fine atrophy, occurring on the sides of the face in a woman about the time of the menopause, corresponds so closely to the description given by Civatte that we have ventured to give this case the title he suggests.
Discussion.-Dr. PARKES WEBER suggested that the case might be one of Jacobi's poikilodermia (atrophicans vascularis) rather than one of Civatte's poikilodermia-as there was much alteration of the texture of the skin in some parts other than the face.
Dr. BRAIN in reply said that the condition poikiloderma was not so well defined that cases could be separated into two groups. The telangiectasia and atrophy were difficult to recognize in all cases, and as one often saw minute spots of atrophy on the skin of elderly women, the atrophy might not be an essential feature of poikiloderma. Civatte described a reticular mottling in the distribution. This was present in the case now shown.
